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Date    .............................................

GLOB LANGUAGE CENTRE                                           ( please fill in with capital letters)

QUESTIONNAIRE

Name and surname of the child……………………………………………………………….

Date and place of birth………………………………………………………………………...

PASSPORT NUMBER   ………………………………………………………………………

Citizenship………………………………………………Nationality…………………………..

Native language………………………………………………………………………………….

Name and surname of mother…………………………………………………………………

Age……………………Education………………………Citizenship………………………….

Name and surname of father………………………………………………………………….

Age……………………Education………………………Citizenship………………………….

Siblings                         Name……………………………Age………………………………..

                                      Name……………………………Age………………………………..

Address…………………………………………………………………………………………

Contact phone number: Mother: home……………………Company…………………………

                                      Father: home……………………..Company…………………………

Relatives living with the child…………………………………………………………………

Activities performed him/herself:

Dressing up

□ him/herself

□ with little help of an adult

□ is unable to dress him/herself

Putting on and lacing shoes

□ him/herself

□ needs help of an adult

Eating meals

□ him/herself

□ needs little help

□ needs to be fed

Physiological needs

□ does him/herself

□ announces the need, but needs to be attended

□ needs to be supervised, because forgets

□ wears a pampers:  □ when sleeps,  □ all day

□ others…………………………………………………………………………………………

Eating meals

□ eats all and eagerly

□ does not tolerate the following foods………………………………………………………….

□ refuses to eat…………………………………………………………………………………..

□ special eating habits (what kind)……………………………………………………………...

□ Is allergic (to what)……………………………………………………………………………

Resting after meals

□ goes to sleep without problems

□ has difficulties going to sleep

□ does not sleep

Interests, talents (what)……………………………………………………………………………………………………………………………………………………………………………………………….

Persons authorized to collect the child from the kindergarten (relationship)……………………………………………………………………………………

Parents’ expectations from the kindergarten (what)……………………………………………………………………………………………

…………………………………………………………………………………………………..

Hours of stay in the kindergarten

From………………………To……………………….

Other important information about the child

□ constant illnesses(what)………………………………………………………………………

□ allergies (what)………………………………………………………………………………
□ inborn disadvantages(what)…………………………………………………………………

□ does the child intake medicals (what)………………………………………………………

Has the child ever attended a kindergarten

□ yes (what kind)……………………………………………………………………………..

□ no

Information concerning child’s attention focusing

………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………

Has the child been attended so far

□ by grandparents

□ by a baby sitter

□ by older siblings

Does the child contact equals out of the kindergarten

□ yes, constantly

□ from time to time

□ not at all

Does the child have an insurance number ( if yes, please attach it to the questionnaire)
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